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COVID-19 and African Americans:
A problem decades in the making
Allan Hardy
Augusta Health, Edward Via College of Osteopathic Medicine,
Murphy Deming College of Health Sciences
COVID-19 has exposed health care disparities long known and discussed in medical and
public policy literature. While there have been many discussions regarding our “offense”
– how to attack a global pandemic (vaccines, treatment algorithms, etc), there has also been
a renewed interest regarding our “defense” (limiting exposure, strengthening the host) –
i.e., how to protect our most vulnerable populations. In June 2020, The U.S. Health and
Human Services Department announced a $40 million, three-year partnership with the
Morehouse School of Medicine to focus on this topic. As described by Danie Dawes
(director of Morehouse’s Satcher Health Leadership Institute), this national COVID-19
resiliency network (NCRN) will focus on at-risk communities and social determinants of
health. With a few policy changes this “perfect storm” (deadly virus + high exposure +
overly susceptible hosts) might not have occurred, so it is imperative that we learn from
mistakes of the past and act quickly so that lives may be saved. While we work on vaccines,
better testing options and social distancing – our defense for the next pandemic can begin
now by creating a healthier society for us all. Health equity is needed now more than ever.

In the following submission, areas of focus are addressed that if treated with the attention
they deserve, will greatly reduce the effects of the next pandemic: COVID-19 and the overlap
with obesity-related health conditions, healthcare disparities (access, medical training and the
impact of poverty), and finally health policy initiatives that have had unintended negative
consequences. Most topics (or sub-topics) are followed by a summary of interventions to be
considered. The purpose of these summaries is to move the conversation beyond a theoretical
discussion of the problems, to taking measurable steps to correct and actually solve these
problems in a meaningful way.
COVID-19 and Obesity
As COVID-19 spread to the United States it became known very quickly that African
Americans were dying at an alarming rate. Early research has revealed to us that high death
rates among African Americans and other underrepresented minorities (Latinos and Native
Americans) are linked to a combination of exposure (minorities tend to live in urban areas
where overcrowding and the use of public transportation is common) and a high prevalence
of comorbidities that make one most likely to suffer a poor outcome. Certainly there is a
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predominance of people of color in urban areas working as “essential workers”, another
situation that will increase exposure to the virus. Finding a solution to poverty, employment
opportunities and the racial wealth gap is greatly needed but may take several decades to
reverse and improve. In the meantime, there are other actions that can be (should have been?)
taken that would improve health outcomes in far less time. Some of the medical conditions
placing people at increased risk for poor outcomes with COVID-19 are listed on the Center
for Disease Control’s (CDC) website: Chronic Kidney Disease, COPD, Immunocompromised states from solid organ transplant, Obesity (BMI > 30), Serious heart conditions
(heart failure, coronary artery disease or cardiomyopathies), Sickle Cell disease, and Type 2
diabetes mellitus. The CDC has a second list of conditions that might place individuals at an
increased risk for severe illness from COVID-19 that includes Asthma, Cerebrovascular
disease, Cystic Fibrosis, Hypertension, Immunocompromised states (HIV, use of
corticosteroids, among others), Dementia, Liver disease, Pregnancy, Pulmonary
fibrosis/hypertension, Smoking, Thalassemia and Type 1 diabetes mellitus. The American
Medical Association declared the epidemic of Obesity a disease in 2013. Many of the obesityrelated conditions (listed in bold above) will improve with 5-10% total body weight loss,
which would positively impact the outcomes of at-risk communities who are exposed to
COVID-19.
When COVID-19 spread to the USA, we anticipated results similar to what had been
seen in other countries. Italy reported a median age of 63 years for ICU patients and realized
that older age alone was not a risk factor for admission to the ICU – underlying hypertension,
cardiovascular disorders, hypercholesterolemia and diabetes had been implicated (Grasselli
et al., 2020). As American ICUs began to fill it was quickly evident that many of our more
severe patients had underlying Obesity (Kass et al., 2020). This is very concerning because
the prevalence of Obesity in the USA is around 40%, much higher than in many of the other
countries that had early contact with the virus. The prevalence of Obesity in China is 6.2%,
Italy 20% and Spain 24% (WHO 2017). Early results are showing us that younger individuals
admitted to hospitals are more likely to have Obesity. One of the reasons for the increased
morbidity and mortality seen in patients with Obesity may be that COVID-19 enters cells by
attaching onto ACE-2 receptors – these receptors are widely expressed in fat cells, especially
in those patients with diabetes. Excess adipose tissue therefore becomes both a target and
viral reservoir (Kruglikov et al., 2020). Given the data regarding rates of Obesity (and
obesity-related health conditions) in at-risk populations, we should not feign surprise when
we see data revealing disparities in COVID-19 outcomes. Data on obesity from The National
Health and Nutrition Examination Survey (NHANES) revealed that in 2013-2014 rates of
Obesity were 36.4% for non-Hispanic Whites, 48.4% for non-Hispanic Blacks, and 42.6%
for Hispanics.
Healthcare Disparities
A) Access to Healthcare
The CDC Health Disparities and Inequalities Report (2013) was the second assessment to
highlight disparities and inequalities. A companion document titled “Strategies for Reducing
Health Disparities” was released in 2016. Despite the attention given to this topic, an unusual
burden of illness and death experienced by African Americans, Latinos and Native Americans
still exists. These disparities have often been attributed to environmental factors as well as
problems with access to health care. The 2010 Affordable Care Act established by the Obama
administration extended insurance to millions of Americans and was designed to implement
ideas by the World Health Organization (WHO) regarding social determinants of health.
-6https://digitalscholarship.tsu.edu/jpmsp/vol28/iss1/3
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Uninsured people were less likely to get recommended care for disease prevention, such as
counseling about diet and exercise, and diabetes care management (National Healthcare
Disparities Report 2012). While access has been improved – the quality of interaction during
the typical “clinic visit” remains questionable with many Primary Care Physicians reporting
burnout and time lost to paperwork and inefficient electronic medical record systems.
According to the Medscape Internist Compensation Report (2020), Internists spend an
average of 18.5 hours per week on paperwork. On average a physician spends 16 minutes
and 14 seconds using the Electronic Health Record for each patient that he or she sees with
chart review, documentation and ordering – one minute and 14 seconds longer than the typical
15-minute patient appointment (Overhage and McCallie 2020).
It is in this setting that physicians are expected to deliver recommendations and advice
for the epidemic of Obesity. This is barely enough time to address medication refills and
missed screening exams. To dive into an emotionally charged topic like excess weight just
doesn’t happen – very unfortunate given that just 5-10% total body weight loss can
improve/reverse many obesity-related health conditions as described by The American
Association of Clinical Endocrinologists and The American College of Endocrinology
(AACE/ACE 2016). Aside from a lack of time, most physicians have simply received little
to no education regarding the management of Obesity. Despite high disease prevalence,
studies have shown a paucity of obesity education programs for medical students, residents,
and fellow physicians in training programs (Mastrocola et al., 2019). The Obesity Medicine
Association (OMA) serves as the largest group of clinical providers dedicated to the treatment
of Obesity and Obesity-related health conditions. The four pillars of treatment are Nutrition,
Physical Activity, Behavior and Medications. Despite ample evidence that just 5-10% total
body weight loss can improve or reverse most obesity related health conditions including
those listed above that portend a poor outcome with COVID-19, there are currently no
curricular standards for teaching Obesity Medicine during medical school (Dang et al., 2017).
Rather than obtaining this useful information during training, the members of OMA as well
as those few who are actually certified by the American Board of Obesity Medicine (ABOM)
must generally obtain this training on their own. According to the ABOM website there are
currently just over 3,370 certified obesity medicine physicians throughout the entire United
States and Canada.
Summary of interventions to consider:
1. Expansion of the Affordable Care Act
2. Increase Medicare/Medicaid reimbursement to allow physicians to
spend more time with patients – especially at the primary care level.
3. Standardize future Electronic Medical Record systems to increase
usability and compatibility so that less time is spent acquiring hospital
records (labs/imaging/notes) and more time can be spent on actual
patient care.
4. Overhaul medical education to include early emphasis and training in
Obesity Medicine in conjunction with the Obesity Medicine Association
B) Diversity in Medical Training
Every decade it seems, there is sudden amazement, astonishment and “concern” over the lack
of underrepresented minorities (African Americans, Latinos, Native Americans) in medical
school. Despite the millions of dollars spent to study health disparities there has been little
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movement in improving the paltry numbers of medical professionals who represent those atrisk communities (usatoday.com 2019). According to the Association of American Medical
Colleges, African American enrollment in medical schools only increased from 5.6% to 7.7%
from 1980 to 2016. As described in The Sullivan Commission on Diversity in the Health
Care Workforce 2003, differences in culture have been shown to affect many aspects of health
care including health status, preventative treatments, and patient-doctor communication. The
Institute of Medicine recommended back in 2003 that in order to reduce health disparities,
we would need to increase the amount of minority health care providers. While the Sullivan
Report made excellent recommendations on how to improve healthcare disparities, it appears
that these recommendations have either not been implemented or they have not been
enforced. It was concluded that while African Americans, Latinos, and Native Americans
make up more than 25% of the U.S. population, they are only 9% of the nation’s nurses, 6%
of the doctors, and 5% of the dentists. A more recent review of US medical school
matriculants from 2002 to 2017 revealed that black, Latino, and Native American students
remain underrepresented among medical school matriculants compared with the U.S.
population (Lett et al., 2019).
In the setting of medical school admissions, the Medical College Admissions Test
(MCAT) has been used as a benchmark for admissions because it is a good predictor of United
States Medical Licensing Exam Step 1 scores (required for internship/residency training
programs). However, it should be remembered that the goal of medical schools is to train
good physicians, not only to produce individuals with high USMLE Step 1 scores, as the two
do not necessarily overlap. Both the American Academy of Family Physicians (AAFP) and
the Association of American Medical Colleges (AAMC) should be congratulated for their
recent support in changing Step 1 to pass/fail in an effort to reduce racial bias in physician
training (AAFP 2020). In a statement attributable to Cliff Knight, MD, the Senior Vice
President, Education AAFP, “Step 1 numeric scores have become a driver for specialty
choice, essentially dictating specialty options based solely on a standardized exam…Further,
the ever-increasing pressure on schools to prepare students to do well on this exam comes at
a cost to their curricula and extracurricular offerings and, therefore, to the personal and
professional development of students.”.
After getting past the MCAT and into medical school, the next hurdle is to get out
with a competitive resume’. A survey of all 140 accredited allopathic US medical schools
revealed that underrepresented minorities report a higher prevalence of mistreatment during
medical school (Hill et al., 2020). After controlling for exam scores, research productivity
and community service, a study from Yale found that black medical students were 16% as
likely, and Latino medical students were 79% as likely as white medical students to be
selected for Alpha Omega Alpha, the medical honor society that can increase the strength of
an application for future medical training (Boatright 2017). In 2000, a study published in
JAMA revealed that underrepresented minority faculty (i.e. black, Mexican American, Puerto
Rican, Native American, and Native Alaskan) were less likely to be promoted compared with
white faculty – after controlling for tenure status and receipt of NIH awards (Fang et al.,
2000). Sadly, the continuance of false beliefs regarding biological differences between blacks
and whites – beliefs dating back to slavery, has been shown to impact patient care in the
current era (Hoffman et al., 2016). The need for a diverse faculty to counter these false beliefs
remains as strong as ever, but fewer students from at-risk communities are admitted to
medical school. Those who are admitted are more likely to be mistreated, and upon
graduation they are less likely to be hired and promoted as faculty – role models are virtually
nonexistent.
-8https://digitalscholarship.tsu.edu/jpmsp/vol28/iss1/3
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Summary of Interventions to Consider:
1. Medical schools, both allopathic and osteopathic, should be graded on
their acceptance and graduation rates of students from at-risk
communities (i.e. African Americans, Latinos, and Native Americans).
These populations should reflect national percentages or regional
variations. National Institutes of Health (NIH) and federal funding
should be tied to these grades.
2. Medical schools, both allopathic and osteopathic, should be graded on
their hiring and promotion of faculty from at-risk communities (i.e.
African Americans, Latinos, and Native Americans). These populations
should reflect national percentages or regional variations. NIH and
federal funding should be tied to these grades.
3. Residency and Fellowship programs, both allopathic and osteopathic,
should be graded on their acceptance of medical school graduates from
at-risk communities (i.e. African Americans, Latinos, and Native
Americans). These populations should reflect national percentages or
regional variations. NIH and federal funding should be tied to these
grades.
C) Poverty
Many public policy experts have documented that “health care” contributes only about 1015% to health outcomes and life span. Within the same city, it has been found that zip codes
may reflect a person’s future health outcomes more than anything else. As stated by the Bay
Area Regional Health Inequities Initiative, “Understanding the significant role the physical
and social environment plays in shaping our health helps answer the question of why the
United States spends more per capita on health care than any other country in the world yet
ranks 30th in life expectancy.” (BARHII 2008). What we are talking about here is poverty,
and all the things that track with it. The Kerner Commission report, released in 1968 to study
the cause of the riots, amongst other things, cited a lack of economic opportunity and failed
social service programs as a direct cause of the socioeconomic problems that plagued the
African American population. Almost 50 years later, in 2016, the Survey of Consumer
Finances reported that Black Americans represent 13% of the population but only possess
2.6% of the nation’s wealth. It would appear the goals of The Kerner Commission were not
met.
It has been well established that higher-income, better-educated people live longer on
average, than less-educated, lower-income people (Committee on the Long-Run
Macroeconomic Effects of the Aging U.S. Population – Phase II; 2015). Considering this,
the widening racial wealth gap certainly contributes to health inequities seen in certain
neighborhoods and with certain populations. It would also appear that these at-risk
communities suffer from an overall “unawareness” or ambivalence from non-at-risk
communities. Many experts are concerned that the push to “reopen the country” in the face
of COVID-19 data showing disparities in risk, was an admission by non-at-risk communities
that some lives are deemed less important than others. In an article appearing in The
Guardian, July 2020, Dr. Mary Bassett, Director of the Francois-Xavier Bagnoud Center for
Health and Human Rights at Harvard University stated, “That ability to dismiss calls to wear
a mask or maintain a social distance as ‘other people’s problem’ is steeped in privilege.”.
Studying the impact of the racial wealth gap on health disparities must include a review of
-9Published by Digital Scholarship @ Texas Southern University, 2021
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social policies that helped to promote this wealth gap.
Attitudes towards
integration/segregation dating back to the late 1800s have been shown to be positively
correlated with modern-day economic success/failure by way of economic and educational
opportunities (Andrews et al., 2017). COVID-19 is merely taking advantage of decades of
missed opportunities at the state and federal level to make up for the economic effects of
Reconstruction-era violence, convict leasing programs, Jim Crow, redlining, the prison
industrial complex, and the “school to prison pipeline”.
In July 2020, JPMorgan Chase predicted an unemployment rate of nearly 11% by the
end of 2020, with high estimates possibly peaking at roughly 23%. Given the historical 2:1
ratio often quoted for “black” unemployment to “white” unemployment, it appears that things
could get even worse for the African American community, especially since many Americans
get health insurance through their employer. Another report on nationalgeographic.com,
featuring research from the University of California, Santa Cruz, and the National Bureau of
Economic Research, states that “41% of black-owned businesses - some 440,000 enterprises
- have been shuttered by COVID-19 compared to just 17% of white-owned businesses”. Fifty
years after the Kerner Commission, black neighborhoods still lag far behind in educational
achievement, access to elite employment, income and wealth (Casey and Hardy 2018).
According to Aracely Panameno at the Center for Responsible Lending, 95% of black-owned
businesses and 91% of Latino-owned businesses had virtually no chance of receiving a loan
from the highly-touted Paycheck Protection Program (designed to help small businesses
during COVID-19). This is because many of these minority-owned businesses do not have a
relationship with a bank, and to qualify for a forgivable loan, businesses needed to have such
a relationship (nationalgeographic.com 2020).
If economic health reflects future
physical/mental health outcomes, we must acknowledge that neither a vaccine nor social
distancing will be enough correct disparities in health outcomes in these communities.
Summary of Interventions to Consider:
1. Increased financial support of Historically Black Colleges and
Universities, who graduate a disproportionate number of STEM
scholars and future black professionals.
2. Increased capital for underrepresented minority entrepreneurs by
supporting the remaining black banks that survived the 2008 financial
crisis.
3. Increase minimum wage to a level that provides essential workers with
a livable wage
Health Policy Initiatives- Learning From Our Mistakes
A) “Fear of Fat”
The impact of policy and the downstream consequences is felt no more strongly than with the
impact of the Seven Countries Study by Ancel Keys. This study began in 1956 and was
finally published in 1978. The debate at the time was whether the increase in heart disease
seen in America was due to sugar or fat (La Berge. Journal of the History of Medicine and
Allied Sciences. 2008). Ancel Keys believed the problem was fat, while British physiologist
John Yudkin felt the consumption of sugar was dangerous to health. George Campbell and
Thomas Cleave published “Diabetes, Coronary Thrombosis and the Saccharine Disease” in
1966 suggesting that diabetes, heart disease and obesity were really a “refined carbohydrate
disease”. Several other scientists then and now have challenged the belief that the enemy of
all mankind is fat. Critics pointed out that Keys left out populations in his Seven Countries
- 10 https://digitalscholarship.tsu.edu/jpmsp/vol28/iss1/3
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Study that did not support his lipid hypothesis. Ancel Keys was rewarded for this violation
of scientific norms with a position on the nutrition committee for the American Heart
Association (AHA). The AHA began recommending a healthy low-fat diet in the late 1970s
and the processed food industry was more than happy to oblige. To quote Pediatric
Endocrinologist Robert Lustwig, MD, “Processed food is an experiment that failed.”. Current
scientific evidence supports a Mediterranean-style diet as the healthiest diet and low-carb
diets to promote weight loss. These should no longer be considered “fad diets” as they have
been shown to lower triglycerides, improve or “cure” diabetes, and improve liver health
(Hallberg et al., 2019; Sofi and Casini 2014; Westman et al., 2008). Figure 1 demonstrates
the impact that the “fear of fat” (from the late 1970s) had on the prevalence of Obesity as the
American population subsequently began to increase sugar/processed carbohydrate intake.
Figure 2 reveals that this impact has been felt in the pediatric population as well.
Figure 1. Evidence Implicating Eating as a Primary Driver for the Obesity Epidemic

(Source: Jeffery, R.W. and Harnack, L.J. 2007)
Figure 2 Prevalence of Overweight in U.S. Children, 1970-2000

Summary of Interventions to Consider:
1. Partner with public health agencies and the Obesity Medicine
Association to dispel the myth of “fear of fat” that has been circulated
since the late 1970s
- 11 Published by Digital Scholarship @ Texas Southern University, 2021

7

Journal of Public Management & Social Policy, Vol. 28, No. 1 [2021], Art. 3
Journal of Public Management & Social Policy

Fall 2021

2. Include food label warnings (similar to cigarettes) on processed foods
and all foods with added sugar
3. Dispel the myth of “counting calories” as the best way to promote weight
loss (Thomas et al., 2014)
B) Treat and Reduce Obesity Act (TROA)
In 2012, Medicare implemented a national coverage decision regarding the use of Intensive
Behavior Therapy (IBT) for the treatment of Obesity. At the time, The United States
Preventive Services Task Force (USPSTF) recommended screening all adults for obesity and
recommended that clinicians should offer or refer patients with BMI >30 for intensive,
multicomponent behavioral interventions. The USPSTF also noted that primary care
physicians are limited in their time, training and skills to properly treat the disease of Obesity.
As described by the Obesity Care Advocacy Network (OCAN), the Treat and Reduce
Obesity Act of 2019 was introduced in early 2019 in the Senate and House by Senators Bill
Cassidy (R-LA) and Tom Carper (D-DE) and Representatives Ron Kind (D-WI), Brett
Guthrie (R-KY), Tom Reed (R-NY) and Raul Ruiz, MD (D-CA), respectively. The purpose
of the bill is to enhance Medicare beneficiaries’ access to healthcare providers that are best
suited to provide intensive behavioral therapy and by allowing Medicare Part D to cover Food
& Drug Administration (FDA)-approved obesity drugs. Implementation of TROA would
allow obesity medicine specialists to provide effective treatment of this disease. For example,
a Gastroenterologist certified in Obesity Medicine can only be reimbursed for treating obesity
if the patient is being seen for an obesity-related health condition specific to Gastroenterology
(fatty liver disease, gastro-esophageal reflux disease, or gastroparesis from uncontrolled
diabetes). The way the laws are currently written, only a primary care physician can be fully
reimbursed for treating Obesity. The same primary care physician mentioned earlier who
spends >16 minutes in their electronic medical records on every 15 minute patient
appointment.
A second problem that TROA addresses is the lack of coverage for FDA-approved
Obesity medications. The current FDA approved medications for the treatment of Obesity
are not covered because at the time the Medicare prescription drug program was enacted
(Medicare Part D), there were no widely-accepted FDA-approved obesity therapies available
(www.ObesityCareAdvocacyNetwork.com). There are currently several medications that
can help patients to reach the 5-10% total body weight loss that is needed to improve several
chronic obesity-related health conditions that overlap with increased risk from COVID-19.
Intervention to Consider:
Pass TROA to allow coverage of FDA-approved Obesity medications and to allow
reimbursement for the treatment of Obesity by all providers who are trained/board certified
in this specialty.
C) Food Deserts and Food Swamps
The concept of “food deserts” (communities lacking grocery stores) and food “swamps”
- 12 https://digitalscholarship.tsu.edu/jpmsp/vol28/iss1/3
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(communities with an over-proliferation of processed and fast-foods) has been well-discussed
in the literature. Higher-income areas generally have greater access to healthy food compared
to low-income communities. Locating a new grocery store in a low-income community has
been shown to improve both the economic well-being and health of that community
(Richardson et al., 2017). An article appearing on theguardian.com (2019) describes how
more and more people living in food deserts or food swamps are obtaining their foods from
drug stores, where “shelf-stable options tend to be highly processed and high in fat, sodium
and sugar.”. Studies have shown that an increased prevalence of convenience stores is
associated with lower dietary quality (Rummo et al., 2015), and intake of processed meats,
sugar-sweetened beverages and snack foods are associated with an elevated risk of cardio
metabolic health-related outcomes (Belin et al., 2011). Perhaps this is an area where state
and/or federal agencies could intervene – perhaps providing at-risk communities with
healthier food options. Rather than the billions of dollars spent on corn and dairy subsidies,
some of this money could be directed to encourage farmers to grow more vegetables. Of
course, simply providing access to healthier foods does not ensure that the highly palatable
processed versions will no longer be consumed (Ortega et al., 2016). The increased access
may need to be combined with financial incentives to combat the addictive nature of
processed foods and increase the likelihood of people purchasing the healthier options.
D) Crop Subsidies
Taxpayer dollars are currently funding the production of junk food and processed food
ingredients (corn, soy, high fructose corn syrup, etc.) that are directly linked to the Obesity
epidemic and the Obesity-related health conditions placing people at higher risk for COVID19. The foods that are created from these ingredients (baked goods, breakfast cereals, candy)
offer virtually no nutritional value yet are found in overabundance in our nation’s food
deserts/swamps. As of 2013, the majority of the almost $300 billion given to farmers was
primarily directed towards larger producers. Since 1995, 75% of the almost $300 billion had
funded just 3.8% of farms (CALPRIG, 2013). Fruit and vegetable programs received only
1% of federal subsidies.
Younger, poorer, less educated people consume larger quantities of subsidized food
(TIME 2016). People eating the most subsidized food have been found to have a 37% higher
risk of having obesity, and a 14% higher risk of having abnormal cholesterol. While there
are varying opinions regarding the downstream effects of subsidies on the obesity epidemic,
perhaps we should be skeptical of those who go to great lengths to shoot down potential
solutions while offering none themselves. Research from The Robert Wood Johnson
Foundation has shown that fruit and vegetable availability is highest in states with farm-toschool programs (Nicholson et al., 2014). Now would be an excellent time to re-examine
how best to limit processed foods and sugar in school lunches in favor of more fruits and lowglycemic vegetables.
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Summary of Interventions to Consider:
1. Subsidize smaller farmers to grow healthier food choices and provide
economic incentives to consumers in food deserts/swamps to purchase
these items.
2. Subsidize community or local grocery stores and/or support farmers
market programs in food deserts/swamps similar to The Food Trust
(thefoodtrust.org) – perhaps in partnership with existing grocery store
chains
3. Continue to fund/support and increase SNAP (Supplemental Nutrition
Assistance Program) benefits and provide universal free school meals for
the more than 31 million children participating in the National School
Lunch Program (Bussel 2020).
4. Promote laws at the state level to increase fruit and low-glycemic
vegetable availability for school lunches, while decreasing the
availability of processed foods and sugar-sweetened beverages
Conclusion
It is often the presence of an overwhelming, unifying threat that propels us as a society to
marshal our forces for the greater good. While mistakes have been made and opportunities
lost over the past 50 years since The Kerner Commission, there is now a growing interest in
addressing the needs of at-risk communities. COVID-19 need not be the beginning of the
end, but instead can serve as a springboard to a better future for us all. No one policy
recommendation listed above would likely serve as the proverbial “grand slam” to cure the
ails of at-risk communities, but each will in its own way serve to chip away at a mountain of
ills that portend a dire diagnosis in the areas of economics and health – the two being
inseparable. As the untimely deaths of George Floyd, Breonna Taylor, Ahmaud Arbery and
countless others have galvanized the greater society to re-examine policing and the criminal
justice system in America, so to can COVID-19 galvanize us to re-examine disparities in
wealth, education and health.
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